Section of Odontology 473 FIG. 3.-Low power magnification of root surface showing crazed appearance and die spot, A, at the external aperture of a lateral root canal.
drying in the later stages of the experiment. The significance of the discrete spots of type (c) was revealed by sections, which confirmed our impression that they were the openings of lateral canals (Fig. 3 ). Teeth which did not show zones were burred on the root and subsequent testing gave zones related to the bur cut, a finding similar to that reported by Bennett and Miles. Discussion Our findings show that cementum which is intact is not permeable to penicillin, and in this we are in agreement with Bennett and Miles. It seems probable that some at least of Shuttleworth's results could have been due to the failure of the wax seal, with the penicillin escaping through a capillary space between the tooth and wax. It is clear, however, that some tooth roots may have faulty cementum, and the faults are not necessarily obvious when the tooth is fresh, moist and unstained. If a tooth has one or more lateral canals, penicillin can reach the surface of the root, and we have shown that this occurs in some cases. The demonstration of lateral root canals by the use of methyl violet is particularly simple and effective. ULCERATION in the mouth from tuberculosis is a well-known phenomenon. It was formerly common when the chronic pulmonary disease could not be treated with the powerful chemotherapy available now. Therefore many open cases had as a complication ulceration of the larynx or the mouth. With the gradual disappearance of chronic pulmonary tuberculosis, ulceration of the mouth is becoming much more uncommon. The two cases presented show several features of interest, quite apart from their scarcity. Both are cases of mucosal ulceration.
Case I
History.
-Male aged 47, farm-worker. He complained of soreness and ulceration of the lower left gum and cheek for three weeks. A small fragment of tooth had been removed from the same area ten days previously and this had failed to heal. There wer-e no relevant past illnesses.
On examination.-A ragged shallow ulcer affecting the left lower gingive and buccal sulcus extended forwards from a partly healed socket in the molar region to the canine tooth. The adjacent sulcus was most actively involved, and the ulcer there was covered by slough. This would fit into the description of "mouse eaten". The mucosa related to the first and second premolars had a raw inflamed look, sharply separated from the normal gum near-by ( Fig. 1 ). Dental radiographs showed no abnormality. Left buccal sulcus and lower alveolus.
Proceedings of the Royal Society of Medicine
A biopsy was reported as showing "large numbers of multinucleated giant cells-characteristic of tuberculosis".
A chest radiograph revealed extensive tuberculous infiltration in both lungs.
On direct questioning he admitted to a productive cough of two years' duration with three to four mouthfuls of whitish sputum daily; also to exertional dyspncea, but this was difficult to assess as he was doing a heavy manual job lifting grain sacks. There was no hlmoptysis or chest pain. He thought he had lost some weight in the previous year as his clothes had become loose.
His wife had received sanatorium treatment for pulmonary tuberculosis seven years previously, but he had not been checked as a contact.
Case HI
History.-Male aged 63, boat builder. One year previously he noticed an ulcer in the right upper premolar region. His dentist advised him not to wear his full upper denture, and on leaving this out the ulcer seemed to heal. Twelve weeks before he was seen another painless ulcer appeared, which involved the alveolus and labial sulcus in the upper incisor region. This was associated with occasional swelling of the upper lip. Finally a third separate painless ulcer appeared on the anterior part of the hard palate when he first came under my observation.
On examination.-This ulcer measured 0 5 cm across, had irregular but well-defined margins, and the floor was covered by yellowish slough. There was also a shallow irregular area of ulceration 3-4 cm in extent involving the anterior part of the upper alveolus and labial sulcus. A further irregular area in the upper left premolar region suggested a partly healed site of ulceration (Fig. 2 ). All these ulcers were painless. There were enlarged palpable nodes in the right upper cervical group. These were firm, discrete and mobile. There were no relevant illnesses and his Wassermann test was negative. Biopsies taken of each ulcer all showed the same histology: "Ulceration of the epidermis. Connective tissue layer heavily infiltrated by granulation tissue showing tuberculid pattern. Giant cells numerous, some necrosis but no frank caseation-tuberculosis."
With Ziehl-Neelsen stain, acid-fast bacilli were seen in the tissue. Ordinary smears taken from the ulcers were also positive for acid-fast bacilli.
Chest X-ray showed tuberculous infiltration of left upper zone, with fibrosis and probable cavitation, also fibrosis in the right upper zone. Miliary spread throughout the lungs.
Careful questioning of the patient failed to produce any admission of feeling unwell. He admitted no weight loss, and the only chest symptom was slight pain associated with exertion or breathlessness. No choroidal tubercles could be seen.
To find this degree of widespread disease in an apparently fit patient was very surprising. Dr. B. Strickland has told me, however, in a personal communication that he has seen two or three similar cases of miliary tubercle in apparently fit old men.
Both these patients illustrate points of interest. Most standard textbooks hold that the classical tubeiculous ulcer is a painful lesion. Neither of these patients complained of pain and this may have been due to the site of the lesions. The only painful tuberculous ulcer I have seen was on the tongue, and it seems reasonable to suppose that a lesion on a mobile organ would be more likely to give pain, than if it were at rest. The diagnosis should therefore not be ruled out on the absence of this one symptom.
The question of spread of the disease is also of interest in relation to these secondary ulcers. It is thought by most authors that ulceration occurs as a result of local infection by infected sputum, or by blood-stream spread. Probably each possibility is shown in these two patients. In Case I the ulcer was single, there was a history of local trauma and the sputum was positive. It was therefore probably the result of local inoculation. In Case II, blood-stream spread almost certainly was the cause, as the ulcers were multiple and there was typical miliary shadowing in the lungs.
It has, of course, been pointed out before that tuberculous ulcers may be discovered by the dental surgeon before pulmonary disease becomes evident. This is again exemplified by these two patients, and it is striking that both men walked into the surgery in such apparent good health that a firm diagnosis was not made until biopsy was performed.
I should like to thank Mr. R. Sutton Taylor for his permission to report these cases, and Dr. P. Hansell for the photographs.
